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age or disease. Such a patient may need still, warm
air rather than a cold wind. It may even be questioned
if increased metabolism is invariably advantageous.
And when the individual is stimulated to exercise in
order to counteract chill, no doubt it is benefleial if he
sends a full stream of healthy blood surging through
his tissues; but if instead of healthy blood he sends a
mixture of blood and toxins the effect may be different.
Some years ago I pointed out to our county medical

officer that sanatorium results would be much improved
by warmth, and added that this would be generally
recognised within 20 years. "Why wait 20 years?"
he replied. So a county conference was arranged at
which we were to decide what measures for heating
the rooms should be taken, when the Local Government
Board said that they would not consent to heating, and
the matter had to be dropped. I noticed recently,
however, that the new Liverpool Sanatorium is heated
throughout, apparently with permission of the Ministry
of Health. It is conceivable that better results would
be obtained in airy buildings erected on ordinary hotel
lines. The majority of patients in Davos are treated
in hotels. They have balconies where they can lie out
during the day, but they can close up as they wish at
night, and the rooms have a heating apparatus, while
all dining- and sitting-rooms are comfortably warm-
sometimes too warm for British tastes.
Another improvement would be to abolish systematic

auto-inoculation as introduced by graduated labour,
which is to-day the standard treatment at most sana-
toriums. Its introduction was owed to an excellent
piece of original work within the sanatorium orbit, but
after prolonged trial it has failed to make good. It is
uncertain if patients are benefited any more by auto-
inoculation than by injecting tuberculin, a treatment
now rarely used. I have never met anyone who was
convinced that graduated labour had improved his
results. It is mentally helpful, no doubt, the gradual
increase in work gives the patient a sense of improve-
ment, but this could surely be achieved by other means.
I have been told that " the best part of graduated labour
is absolute rest," and even in this matter it may be
questioned if the rest need be so absolute, for a patient
will exert himself more in a single fit of coughing than
by feeding himself at meal times for a whole day.
Then, again, more attention should be paid to the
mental side of treatment. The importance of this has
been recognised since the war, but there is a danger it -
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gelection of Cases.
Our view as to the real use of sanatoriums being

altered, our conception of what case is suitable for
treatment there must also be modified. Each case, of
course, must be judged on its merits, but it hardly
seems justifiable, in the light of the present investiga-
tion, to send every slight case of tuberculosis to a
sanatorium as soon as diagnosed, which is the standard
advice now given (all forms of treatment ask for early
cases, and it is not surprising in view of how well most
of them do with very little treatment of any kind). It
would appear better to treat such a case at home,
possibly after a short " change of air," then to consider
sanatorium again if there is no improvement after three
months or so. No case that seems to be improving at
home should be sent to a sanatorium. On the whole,
the case likely to do best there is one with high resist-
ance (but not necessarily slight disease) just failing
to hold his own in the face of adverse conditions of
work and surroundings-a type doubtless commoner in
urban districts than in Devon. For instance, there are
tuberculous women living under slum conditions, with
several children, who have, may be, never had a

holiday since marriage, and these often pick up satis-
factorily after the country holiday which a sanatorium
affords.

Conclusion and Suggestions.
At a recent discussion I heard a sanatorium authority

advise, as they so often do, a further increase in the
number of sanatorium beds. He even named 500,000
as the ideal in this country. I take the view that
before any extension of the existing sanatorium

I accommodation is made the whole matter should be
L carefully reconsidered. No claim is made that the
. present study settles the problem ; it is only an attempt
L to throw light from a new standpoint on this difficult
: matter. I do think, however, that we are too much
L hemmed in by tradition and authority in considering
, tuberculosis, and that the time has come for free-

thinking in this respect if we are to progress.
The distinction has already been mentioned between

the sanatorium to which patients are sent for their own
benefit and the hospital whither advanced cases are
sent for the benefit of others; the hospital seems the
more useful institution, although there are far fewer
hospital beds available and no prospect of more hos-
pitals being built (many sanatoriums already combine
the two functions). I suggest that steps be taken to
modify sanatorium treatment with a view to improved
results; also that certain sanatoriums should be
reserved for isolation purposes, to which mainly cases
with tubercle bacilli in the sputum should be sent, at
whatever stage of disease; while others, which might
be called preventoriums, should be reserved for slight
cases and suspects, no patient being admitted there
with tubercle bacilli in the sputum. At the pre-
ventorium a patient would stay only for a short time,
say a month, under convalescent home conditions,
while at the sanatorium he would stay indefinitely, the
longer the better.
We are, indeed, drifting towards this state of affairs,

for the mixing of cases, as it now exists in many
sanatoriums, means that sooner or later early cases
refuse to go and the sanatorium becomes in effect an
isolation hospital.

Clinical Notes:
MEDICAL, SURGICAL, OBSTETRICAL, AND

THERAPEUTICAL.

A CASE OF

" IDIOPATHIC " DILATATION OF THE
BLADDER AND URETERS.

BY STANLEY R. TATTERSALL, M.R.C.S., L.R.C.P.LOND.

THE term " idiopathic dilatation of the bladder " was
used by S. G. Shattock 1 for those cases of dilatation
occurring without any of the usual causes for this
condition being found. The obscure nature of the

aetiology of this class of case may be sufficient excuse
for this brief record of an example.
A. E. T., aged 18, a turner’s improver, when first seen gave the

following history. Since May, 1919, he had suffered from attacks of
vomiting in the morning (before breakfast). These had not been
accompanied by pain or haematemesis. There had not boeti
vomiting at other periods of the day, and he had been able to
continue his work till August 8th. A week later he complained of
sore-throat, diarrheea, and vomiting, and was confined to bed. He
came under observation on Sept. 1st, when he was markedly
anaemic and drowsy. He did not at this time complain of any pain.
On examination the aortic second sound was markedly accentuated
and the peripheral arteries thickened. The blood pressure was
140-110 mm. Hg. There was neither oedema nor ascites. The urine
was acid, and showed a heavy cloud of albumin on boiling. Pus,
blood, and sugar were absent. A few granular casts were demon-
strated on microscopical examination. There was no sign of organic
disease of the central nervous system.
While under observation the vomiting continued, becoming more

frequent and occurring at irregular times throughout the day. On
Sept. 4th a complete blood count showed no abnormality beyond a
moderate diminution in the number of red blood cells. On the
7th it was observed that there was slight enlargement of both
parotid glands. On the 8th this was more evident, and accom-
panied by a tenderness on pressure, with rise of the evening
temperature to 100’8&deg;F. The parotid swelling gradually diminished,
but his general condition deteriorated. The vomiting became more
frequent, and on the 13th retention of urine developed. Until this
time no complaint with regard to micturition had been made, and
this retention required the use of a rubber catheter, which passed
without any difficulty. The urine now contained 2 g. of albumin
per litre, with a little blood. Lumbar puncture on this date showed
the cerebro-spinal fluid to be clear and not under abnormal tension.
There was no excess of cells ; globulin was absent, and the Wasser-

1 S. G. Shattock: Proc. Royal Society of Medicine, December,,
1908 (numerous references to literature).
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mann reaction was negative. On the 15th signs of mdenia of the
lungs were evident, and the patient died on tho 16th. With the
exception of the evening pyrexia on the 8th the temperature chart
showed no departure from the normal.
Necropsy (28 hours after death).-The body was that of a fairly

well-nourished youth. The parotid regions showed slight swelling
bilaterally. There was extensive marginal ulceration of the gums.
The scrotum contained one testis. There was no phimosis.
Head and neck.-No macroscopic abnormalities of brain or

meninges; a bilateral suppurative parotitis, with abscess formation
in the left gland; larynx, trachea, and cesophagus were normal.
Thorax.-Pleural and pericardial cavities normal; lungs bulky,

engorged, and very oedematous; heart showed moderate hyper-
trophy of left ventricle; cardiac valves all healthy; cardiac
musculature appeared in good condition.
Abdomen.-Liver and spleen normal; left testis small and

atrophic and lying in left iliac fossa : intestines empty and
collapsed. On inspection of renal regions kidneys could not be
located; adrenals, however, in usual position ; kidneys found to be
lying on alse of sacrum, each organ between psoas magnus and
vertebral column, and partly in abdomen and partly in pelvis.
Psoas muscles did not arise fcom the vertebral column lower than
the third lumbar vertebra, and in order to accommodate the
ectopic kidneys were placed much further from the mid-line
than is usual. Ureters short, situate entirely within cavity
of true pelvis and markedly dilated, measuring about 3 cm.
in circumference. Bladder distended and hypertrophied, con-
taining about 18 oz. of clear urine with a high colour; no
calculi. Dissection of prostatic urethra showed normal veru-
montanum without any enlargement of prostate. Kidneys small,
showing marked lobulation ; on section they were of a pale brown
colour. No differentiation between cortex and medulla visible;
the capsule was firmly adherent, leaving when stripped a rough
pitted surface. As a whole the organ felt very firm and fibrous.
Neither hydronephrosis nor dilatation of the pelvis.
Microscopical examination of the kidneys revealed a very

advanced degree of chronic interstitial nephritis, the organs being
converted practically into a mass of fibrous tissue. The penile
urethra was not examined directly, but as micturition for the
first 14 days was natural and unimpeded it would appear to
exclude the existence of " valves " of the urethra. There was, as
stated, no phimosis, and the easy passage of a soft rubber
catheter would negative the suggestion of the existence of a

stricture.

Hypertrophy of the bladder with dilatation of the
ureters consequent upon obstruction of the urethra is
well known, but several instances have been recorded
of this combination without any such obstruction having
been found.2 A further item of interest in this case
is the ectopic position of the kidneys. It would
also appear to be distinctly unusual for dilatation of
the ureters to occur to a marked degree without a
corresponding involvement of the kidney.

A CIGARETTE-HOLDER IN THE LARYNX.

BY N. HAY BOLTON, M.D.EDIN.

THE following case, which was treated at the

Shantung-road Hospital, Shanghai, is sufficiently un-
common to be worthy of record.
Loo Va Le, a Chinese boy, aged 10, was admitted to hospital on

Jan. 10th with the history that four days previously he had been
sucking a Chinese wire cigarette-holder and had suddenly
"swallowed" it.
Examination.-The patient was somewhat breathless and

cyanosed ; his temperature was 102’4&deg; F. and he could only speak
in a whisper. With the laryngeal mirror he was found to have an
infantile type of epiglottis, but it was just possible to see the
upper end of the cigarette-holder, apparently tightly gripped between
the false cords; the lumen of its tube evidently constituted all
the available space through which he could breathe. The upper
aperture of the larynx appeared to be very red and inflamed.
Operation.-I thought it might be possible to extract the foreign

body from above, and so (having put the tracheotomy instruments
on to boil) proceeded to cocainise the throat; but the patient
becoming more cyanosed, he was placed on the table and tracheo-
tomywas performed under chloroform anaesthesia. In opening the
trachea I cut right down on the cigarette-holder, and by extending
the incision downwards was able to get hold of the lower end and
pull it gently down and out through the wound. I put the tracheo-
tomy tube in place, but at this point the patient stopped breathing, I
and we’had an anxious three or four minutes performing artificial
respiration until normal breathing recommenced. I left the
tracheotomy tube in place for 48 hours in order to give time for
the traumatic laryngitis to subside, and then withdrew it. The
temperature came down gradually until it reached normal on the
sixth day after operation; the neck wound healed up perfectly and
there were no chest symptoms.
After about 10 days the patient’s voice began to

acquire tone, and on leaving hospital 24 days after
operation he could speak with a fairly clear but weak
voice ; the true cords, however, were still thickened and
infiamed.
The cigarette-holder was 2 in. long, in. in diameter

at the wider end, and  in. in diameter at the narrow
end ; the lumen at the narrow end was barely in. in
diameter.

2 C. R. Box: Proc. Royal Society of Medicine February, 1909.

Medical Societies.
ROYAL SOCIETY OF MEDICINE.

SECTION OF SURGERY: SUBSECTION OF
ORTHOPEDICS.

EXHIBITION OF CASES AND SPECIMENS.

A MEETING of this subsection of the Royal Society of
Medicine was held on March lst, Mr. E. LAMING EVANS,
the President, being in the chair.
Recurrent or Habitual Dislocation of the Shoulder-joint.
The PRESIDENT, in opening a discussion on this

subject defined the condition as one in which a joint,
after dislocation has occurred and has been reduced
and has remained reduced, offers a subnormal resist-
ance to redislocation, and, in fact, suffers repeated
dislocations by slight force. The shoulder is by far
the most common joint affected. This is accounted for
by the fact that 50 per cent. of all dislocations occur in
the shoulder, by the reduction by unskilled hands, by
defective after-treatment, and by the normal anatomical
structure of the joint and the damage inflicted by the
initial injury. The pathological lesions were discussed
in detail. 

’

The following methods of treatment have been
employed: (1) Palliative, by the use of appliances to
limit the joint movements. (2) Physiological, by
increasing the tone of muscle, tendon, and ligament.
(3) By reefing operations upon the capsule : (a) plication ;
(b) excision and overlapping. (4) By repair of ruptured
tendons and musculo-tendinous insertions. (5) By
muscle transplantation. A fair trial of mechanical
support and physiological toning should be tried first,
as they have cured cases. Reefing operations had been
followed by many successes and not a few failures.
Muscle transplantation has been performed by detach-
ing the posterior fibres of the deltoid, passing them
forwards inside the neck of the humerus and fixing
them in front. Opinions differ as to whether the graft
retains its contractile power, or undergoes fibrous
degeneration.
He showed the following case treated by this (Clair-

mont’s) muscle transplantation operation :-
Major -, aged 41 years. Left shoulder dislocated at foot-

ball in 1899, and redislocated 19 times since. When seen in
1920 even sneezing would produce dislocation, which was
always attended by much pain and required surgical assist
ance for reduction. The dislocation was subcoracoid.
Clairmont’s operation performed in August, 1920. The
"quadrilateral space is defined through an anterior
incision, some fibres of the pectoral major and latissimus
dorsi being divided. Through a posterior incision a strip of
the deltoid, with its nerve and blood-supply mtact, is
separated and its insertion divided. Not more than a quarter
of the deltoid should be used. The free end of the fiap is
passed forwards through the quadrilateral space and sutured
to the anterior fibres of the deltoid in front. The tension
on the graft must be sufficient, but not excessive. The

shoulder was fixed for six weeks when active and passive
movements were begun. The result has been satisfactory
so far. He can go into a practice serum and demonstrate to
his pupils how to get the ball.
Mr. T. H. OPENSHAW showed a man, the subject of

epilepsy, on whom he had operated first 15 years
ago. The right shoulder had been " out " 50 times and
the left 35 times. Dealing with the right shoulder, he
tried injections of irritants-e.g., iodine, carbolic, &c.-
on four occasions ; he cut the pectoralis major and teres
major, he plicated the capsule, he performed an arthro-
desis, all of which gave only temporary, if any, benefit.
Finally, he cut the subscapularis and this cured him.
On the left he did an arthrodesis and later cut the sub-

scapularis. The result was spoilt by a fall, which pro-
duced a traumatic dislocation, and the recurrent trouble
returned; he had the shoulder out three times in ten
days. A second arthrodesis cured him. He said he had
operated on ten cases of this sort, doing nothing but
divide the subscapularis, and all had been successful,
and he knew of others treated in a similar manner with

equal success.


